MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH o :82—027188
Registration Distrlet No. _______ ./_ _‘}_z_}rin:urv Registration District No, _____(_U._O_.-ld-lhgiifrar’: No. _3.85;6:___ STA‘TE FILE NUMBER

riketlardeany JUE 301952 7. USUAL RESIDENCE (Where deceaied Tivad. 1T imititafion: Resldence befors

a. COUNTY Jacks on a. STATE Kansas b. COUNTY Wyand Otte admisalon)

b. CITY (If outside corporate limits, giva TOWNSHIP only) Length of stay in 1b €. CCI)TY Inside Limits
R

TOWN Kansas City 5 Days Town  Kanesgsg City Yo NoDd

c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If autside, give locstion) Reside on Farm
HOSPITAL OR ADDRESS

nstiution 3001 Woodland Yes] No[J 716 Lafayette Yos [0 Ne-gl
3. NAME OF DECEASED First Middts 4 DATE Month Day Year

(Typs or print) . . .
William Jones OFA™M July, 12,1962
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [ 8. DATE OF BIRTH | 9- AGE (last birthday] | IF UNDER | YEAR | IF UNDER 24 HR

Male Neg;ro WidowedyF] Divoreed [ 10/1 2/87 ?4 Months I Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country] | 12, CITIZEN OF WHAT COUNTRY

duril st of warking lifs, even if retired) . . . . o . +
Taborer blic Utility Mississippi U.S.4,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND CR WIFE

Agnes H., Jones
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANY Address

{Yes, no, or unknow6) [(lf yes, give war or datey of servic P E\I . -
rs Alice Burr, Kansas City, Mo.
18. CAUSE OF DEATH [Enter only one cause per ligh { INTERVAL BETWEEN
ART i. DEATH WAS CAUSED BY: DNSET AND DEATH
IMMEDIATE CAUSE (s) %
L]

Conditions, if any, DUE 7O (b)
which gave rise to
asbove csuse (a),
ttating the under-
lying cause lest. DUE TO (¢}

PART 11. QOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal PART IN. if decoased was fomale wos
disease condition given in PART 1 (o) there a pregnancy in last $0 days.

O Yes ] O Ne l ] Unknown

19. WAS AUTOPSY | 20a, ACCIDENT  SUICIDE HOM[I]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART Il of item 18.)

PERFORMED? 2 [ -
YES [ NOJ

20¢. TIME OF Hour Month, Day, Year
INJURY a.m,
- pm.

DO NOT WRITE
ON THIS STUB AMENDED

V§ 300
Rev. 4/59

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

- N e )
20d. INJURY OCCURRED PR 20e -PLACE OF INJURY {e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT. WORK o Py _farm, facrory, street, office bidg., etc.)

] .
NOT WHILE AT WORK [ J ,

/ 4
™ Ly
© 21, t sHended the decessed fro R _Lnd last saw RI‘;‘ alive on—éﬂ&L

) Deaih occu m on the date stated sbove, and to the bast of my knowledge, from the causes stated.

)?rm; f /if 27, wirs 29 f 720)/4%

3a, BURTAL, MAnoN 23c. NAME OF CEMEIERY OR-CR OR 33d. LOCATION (City, town, or county) fistaie}
EMOV ify)

amova '7/12/62 Westlawn K.C. Wyandotte, Kansas
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26, RAR'S SIGNATURE
Bailey Funeral Home, K.C. Kansas| 7. s3-4.» Fl\:s 944

{Licensed Embalmar’s Statement on Reverse Sida)

SHOULD READ

-USE BLACK INK
- OR
- TYPEWRITER RIBBON

Iohl;g1 Wolls

BY AFFIDAVIT OF

ITEM NO.




- P !“. . .‘-_i ."\!u.'

. .
- o . .
PV Ay ‘:- - .a + - ~ T
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer
‘. T Lo o e _._'.'

ate K Licensed Embalmer No.a / O 6
T . —— . —
R R P. O. A.ddressémm

L . . o WE L A * e M

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license}.

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
v »_ If this body is not embalmed, fact should be so stated above. .




